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Breast Cancer Trends of Black Women
Compared With White Women

Kenneth C. Chu, PhD; Robert E. Tarone, PhD; Otis W. Brawley, MD

Objective: To investigate why breast cancer mortality
rates have decreased in the 1990s for white women but
not for black women.

Design: Racial differences in breast cancer incidence,
survival, and mortality rates were examined using re-
gression methods and age-period-cohort models.

Setting: United States breast cancer mortality rates from
1970 through 1995, breast cancer incidence rates from
1980 through 1995, and 3-year survival rates from 1980
through 1993. The incidence and survival data are from
the Surveillance, Epidemiology, and End Results Pro-
gram, representing 11% of the US population, of the Na-
tional Cancer Institute, Bethesda, Md.

Results: For both white and black women aged 30 to
39 years, breast cancer mortality rates began decreasing
in 1987. For white women aged 40 to 79 years, breast
cancer mortality rates declined after 1989, and for black

women aged 40 to 69 years, mortality rates ceased in-
creasing in the middle to late 1980s. Birth cohort trends
were similar by race, but calendar period trends and sur-
vival rates differed.

Conclusions: Declines in mortality rates in women
younger than 40 years reflect a favorable birth cohort trend
for women born after 1948 and likely reflect changes in
risk factors. The increased early detection of breast can-
cer by mammography and improvements in breast can-
cer treatment appear to be contributing to the improv-
ing mortality trends in older women, although black
women appear to have benefited less than white women
from early detection and treatment advances. In addi-
tion, substantial increases in survival rates for white
women with regional disease have contributed to their
declining mortality rates and likely reflect an increasing
use of beneficial adjuvant therapy.
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ANY IMPORTANT medi-
cal advances for the
management of breast
cancer have occurred
in the past 20 years. In
the area of early detection, the use of mam-
mography increased sharply! beginning in
the early 1980s. In the area of treatment,
the benefits of adjuvant therapy, in par-
ticular chemotherapy for premenopausal
women and tamoxifen citrate for post-
menopausal women, have been shown in
clinical trials.** If these medical interven-
tions have benefited the general popula-
tion, their effects should be reflected in
cancer statistics. The efficacy of early de-
tection should be evidenced by reduc-
tions in the incidence rates of late-stage dis-
ease, treatment advances should be
reflected in increasing survival rates, and
their overall effects should result in de-
clines in breast cancer mortality rates.’
Breast cancer mortality rates for white
women aged 30 to 79 years have report-

edly®” been declining since 1990. In con-
trast, breast cancer mortality rates for black
women have not been declining re-
cently.”® In this article, we analyze black
and white incidence, survival, and mor-
tality rates by age, particularly with age-
period-cohort models, to examine and un-
derstand these recent trends.

— O

The age-adjusted US breast cancer mor-
tality rates for white and black women for
1970 through 1995 are shown in
Figure 1. Breast cancer mortality rates by
race and decades of age beginning at age
30 years are displayed in Figure 2. The
slopes of mortality rate trends from 1980
through 1995 for black and white women
that were determined by piecewise regres-
sion analyses are reported in Table 1 and
displayed in Figure 2.

The age-adjusted breast cancer mor-
tality trends for black women (Figure 1)
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METHODS

DATA SOURCES AND DESCRIPTIONS

Incidence and survival rates were obtained from population-
based data collected by the Surveillance, Epidemiology, and
End Results Program (SEER) of the National Cancer In-
stitute, Bethesda, Md. The data consisted of cases of breast
cancer diagnosed in white and black women from 1973
through 1995 among residents of 9 geographic areas, termed
the SEER areas: Connecticut; Hawaii; lowa; New Mexico;
Utah; Atlanta, Ga; Detroit, Mich; the Seattle-Puget Sound
area, Wash; and the San Francisco-Oakland area, Calif.’
Incidence and survival rates are for primary breast can-
cers, excluding cases diagnosed only at autopsy or re-
corded only on death certificates. The annual incidence rates
are age-adjusted to the 1970 US population by direct stan-
dardization.'® Three-year relative survival rates by tumor
extent at diagnosis are examined for the diagnostic years
1980 through 1993.112

Categories of tumor extent at diagnosis used in this
report were in situ, localized, regional, and distant dis-
eases. The overall incidence rates were for the total num-
ber of invasive cancers, including unstaged cancers but
excluding in situ lesions. The general descriptions of each
stage at diagnosis were as follows: in situ lesions are those
that have not penetrated the basement membrane; local-
ized disease, an invasive neoplasm confined entirely to the
breast; regional disease, a neoplasm that has extended
beyond the limits of the breast directly into surrounding
organs, tissues, or regional lymph nodes; distant disease, a
neoplasm that has spread to remote sites of the body; and
unstaged disease, cancers for which insufficient informa-
tion was available to permit accurate assignment of a
stage.

The breast cancer mortality rates are from data col-
lected by the National Center for Health Statistics, Hyatts-
ville, Md, which receives death certificates from the states
and compiles mortality data by race, sex, age, and year and
cause of death. For the present study, only white and black
women in the United States who were reported to have an
underlying cause of death of breast cancer between 1970
and 1995 were included. We used the International Clas-
sification of Diseases, Ninth Revision, Clinical Modifica-
tion,? to classify female breast cancer deaths as code 174.

The mortality rates are age-adjusted to the 1970 US popu-
lation by direct standardization."

The age groups used for the incidence and mortality
data included all ages, 30 to 39 years, 40 to 49 years, 50 to
59 years, 60 to 69 years, 70 to 79 years, and 80 years and
older. Because survival by stage at diagnosis and decades
of age yield too few cases for accurate assessments of sur-
vival rates, we present the stage-specific survival rates by
all ages, younger than 50 years, aged 50 to 64 years, and
aged 65 years and older.

STATISTICAL ANALYSIS

Standard regression analyses'* of log-transformed rates
were used to determine the slopes of the trends of the
rates. Each such slope can be interpreted as indicating the
annual percentage change of the rates. Statistical tests of
slopes are based on t tests, with 2-sided P values reported.
Piecewise regression analysis'’ was used to determine any
changes in slope for US breast cancer mortality trends
occurring after 1982.

Age-period-cohort models were fit to the breast can-
cer mortality data using 2-year age and calendar period in-
tervals.' Thirty age intervals were used, ranging from 24
to 25 years of age to 82 to 83 years of age. Thirteen calen-
dar period intervals were used, ranging from 1970 to 1971
to 1994 to 1995. Forty-two 4-year birth cohort intervals
were used, ranging from 1886 to 1889 to 1967 to 1970. Each
birth cohort will be referred to in this article by the second
year in the interval. For example, the 1950 birth cohort will
refer to women born between 1949 and 1952, with 75% of
women in this cohort having been born in 1950 and 1951.
Changes in the slope of long-term linear trends in birth co-
hortand calendar period effects were examined using iden-
tifiable differences in linear contrasts.'” A significant change
in the birth cohort trend often indicates changes in an etio-
logic factor that result in increasing or decreasing risk—
eg, changes in fertility and reproductive patterns. A sig-
nificant change in the calendar period trend often indicates
the effects of newly introduced or improved medical in-
terventions, such as early detection procedures and new
treatments, or a change in the ascertainment or coding of
the cause of death. Standard errors of the linear contrasts
were adjusted for possible overdispersion when the devi-
ance for the full age-period-cohort fit exceeded the num-
ber of residual degrees of freedom.'®

increased in the 1980s and then leveled off after 1988.
The age-adjusted breast cancer mortality rates for white
women increased in the 1980s, although not to the
same extent as for black women, and then declined
after 1989. Age-specific rates show additional patterns
for each race (Figure 2, Table 1). For black women
aged 70 years and older, rates increased at a constant
pace in the 1980s and 1990s. For black women aged 40
to 69 years, cancer mortality trends show increases
until the mid to late 1980s, when mortality trends mod-
erated, with significant decreases in slope. Despite the
moderating trends, mortality rates for black women
aged 40 to 69 years are not decreasing significantly in
the 1990s, but rates have declined significantly since
1987 for black women aged 30 to 39 years.

With the exception of the youngest and oldest de-
cades of age, age-specific breast cancer mortality pat-
terns in white women differed from those in black women.
For white women aged 80 years and older, mortality rates
increased throughout the 1980s and 1990s, as they did
for the oldest black women. For white women aged 60
to 79 years, breast cancer mortality rates increased sig-
nificantly until the late 1980s, but subsequently there were
significant declines, with greater declines in 60- to 69-
year-old women than in 70- to 79-year-old women. For
white women aged 40 to 59 years, rates declined in the
1980s, with even greater declines beginning in the 1990s.
For white women aged 30 to 39 years, the rates were level
until 1987 and declined significantly thereafter, as they
did for black women in the same age group.
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Figure 1. United States breast cancer mortality by age, showing
age-adjusted rates for US black women and white women.

The results of age-period-cohort analyses are
shown in Figure 3. The birth cohort effects were simi-
lar for white women and black women. The similarity
in these effects indicates that differences between white
and black mortality trends cannot be explained by dif-
ferent trends in breast cancer risk factors. In particular,
the sharp decline in breast cancer mortality risk'®*°
reported earlier for white women born after 1948 is
now also apparent for black women (Figure 3). The
birth cohort slope for women born between 1933 and
1950 was compared with that for women born between
1951 and 1967 using a difference in linear contrasts,
which yielded a value of -0.87+0.74 (slope + SE)
(P=.01) for white women and -1.56+1.14 (P=.17) for
black women. Although the decrease is not significant
for black women, it is of the same magnitude as the
decrease for white women. Thus, it appears that the
breast cancer risk has decreased in black baby boomers
(born after 1948) almost to the same extent as in white
baby boomers. The recent declines in breast cancer
mortality rates for 30- to 39-year-old black and white
women can be viewed as a manifestation of this birth
cohort trend.

The calendar period effects are plotted in Figure 3
(right). The slopes were higher in the 1980s than in the
1970s for white and black women. Differences in linear
contrasts when the slope from 1978 through 1985 is
compared with that from 1972 through 1979 indicate
significant increases for white women: 0.26 +0.04
(P<.001), and for black women: 0.59 +0.12 (P<.001),
with a greater increase for black women. Thus, the cal-
endar period curves for black women and white women
diverged during a period of an increasing use of mam-
mography to detect breast cancer, suggesting that the
treatment of the earlier detected cancers was less effec-
tive in black women than in white women. In the
1990s, the calendar period slopes decreased for both
white and black women. The difference in linear con-
trasts when the slope from 1988 through 1995 is com-
pared with the slope from 1982 through 1989 shows
significant decreases for white women: -0.33 +0.04
(P<.001), and for black women: -0.20+0.10 (P=.04).
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Figure 2. Age-specific breast cancer mortality rates by decade of age and for
black women and white women in the United States.

The smaller decrease for black women suggests that
although both black and white women benefited from
recent advances, the effect was less in black women
than in white women.

For white women aged 40 years and older, the de-
clines in breast cancer mortality were preceded by de-
clines in the incidence of regional disease and increases
in regional disease survival.® In general, incidence rates
declined in white women with regional disease begin-
ning in the mid-1980s, a few years before the declines in
breast cancer mortality. This is understandable because
about 50% of breast cancer deaths occur in women di-
agnosed as having regional disease.?! The annual per-
centage changes in the incidence rates of regional dis-
ease from 1985 through 1995 by race and age are reported
in Table 2. The rates and their annual percentage changes
are plotted in Figure 4. For white women, the inci-
dence rates for regional disease declined significantly be-
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Table 1. Annual Percentage Change (APC) in Breast Cancer Mortality Rates by Race and Age, 1980 Through 1995*
Piecewise Regression Analyses
I 1
Age Group, y Race APC From 1980 to Year of Change Change in APC (Year of Change) APC From Year of Change to 1995
30-39 B 3.60 = 0.50t -6.64 + 0.841 (1987) -3.04 + 0.43t
W -0.44 + 0.54 -3.11 + 0.90% (1987) -3.56 + 0.461
40-49 B 2.39 + 0.43t -2.82 + 0.631 (1986) -0.43 +0.27
W -0.06 + 0.16 -3.17 + 0.47t (1990) -3.23 + 0.36t
50-59 B 1.67 + 0.33t -2.22 + 0.64% (1988) -0.55 + 0.39
W -0.76 + 0.131 -1.67 + 0.301 (1989) -2.43 + 0.20t
60-69 B 4.71 £ 0.55¢1 -4.41 + 0.661 (1984) 0.30+0.17
W 0.82 + 0.14t -2.95 + 0.261 (1988) -2.13+0.16t
70-79 B 2.34 £ 0.18t None 2.34+£0.18¢
W 1.40 £ 0.10t -2.29 + 0.231 (1989) -0.89 + 0.161
=80 B 1.90 + 0.30t None 1.90 + 0.30t
W 1.07 + 0.08t None 1.07 + 0.08t
All ages B 1.91 £ 0.19t -1.69 + 0.371 (1988) 0.22 +0.22
W 0.37 £ 0.07t -2.17 + 0.161 (1989) -1.80 + 0.111
*Data are given as slope + SE.
tP<.001.
1P<.05.
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Figure 3. Cohort effects (left) for years of birth 1887 through 1967 and period effects (right) for calendar period 1970 through 1995 in black women and white

women in the United States.

tween 1985 and 1995 for all ages and all age groups. For
black women between 1985 and 1995, significant de-
clines in regional disease rates were observed only for
those aged 60 years and older.

Another factor that has been associated with
declines in breast cancer mortality is increases in the
survival rates of women with advanced-stage disease,
attributable to the benefits of adjuvant therapy. Because
survival by stage at diagnosis yields too few cases by
decade of age for an accurate assessment of survival
rates, we present the annual percentage change in sur-
vival rates for 1980 through 1995 by ages younger than
50 years, 50 to 64 years, and 65 years and older in
Table 3. The 3-year relative survival rates for women
with regional disease and their annual percentage

changes by race and these age groups are displayed in
Figure 5. For white women, significant increases in
survival rates have occurred for all stages of disease,
localized disease, and, more important, regional disease
from 1980 through 1992 in all age groups (Table 3). In
contrast, for black women significant increases have
occurred in survival rates only for all stages of disease
and for localized disease in women aged 50 years and
older. Survival rates for black women with regional dis-
ease have not increased significantly, and the survival
rates for regional disease increased more slowly in black
women than in white women in every age group. Sur-
vival rates for white or black women with distant dis-
ease did not increase significantly for age-specific
groups.
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Table 2. Annual Percentage Change in Regional Disease
Incidence Rates by Race and Age Group
Annual Percentage Change

Age Group, y Race From 1985 to 1995+
30-39 B -2.46 +1.44

W -2.35 + 0.49t
40-49 B 0.58 +1.32

W -2.00 + 0.311
50-59 B -0.19+1.26

W -2.07 + 0.41%
60-69 B -2.96 + 0.70t

W -3.17 + 0.24%
70-79 B -3.01 +1.32t

W -2.88 + 0.42%
=80 B -4.84 +2.01t

W -2.22 + 0.48t
All ages B -1.43 £ 0.50t

W -2.47 + 0.24%
*Data are given as slope + SE.
tP<.05.
1P<.001.

B COMMENT

Three important recent changes have occurred in breast
cancer mortality: for black and white women younger
than 40 years, since the mid-1980s the mortality rates
have declined; for white women aged 40 to 79 years, in
the 1990s their rates have declined; and for black
women aged 40 to 69 years, in the late 1980s the rates
were moderate. Age-period-cohort analysis indicates
that the declines in the mortality rates for black and
white women aged 30 to 39 years reflect declining birth
cohort effects for white and black women born after
1948. Trends in these effects usually reflect risk factor
trends, and thus, these declines are surprising because
trends in most known or suspected risk factors would
seem to predict an increasing breast cancer risk in this
cohort.'?® The similarity in the shape of the recent
birth cohort curves for white and black women indi-
cates that major racial differences in risk factors for
breast cancer are unlikely. Similarly, racial differences
in trends in the most important breast cancer risk fac-
tors are unlikely in young women. In a recent case-
control study,** known risk factors did not explain why
breast cancer is more common in young black women
than in young white women.

The second important pattern involves the decline
of breast cancer mortality rates beginning in 1990 for
white women aged 40 to 79 years. The age-period-
cohort analysis indicates that these declines are charac-
terized by decreasing calendar period effects, which for
mortality data usually reflect changes in the effective-
ness of medical interventions. These mortality declines
were previously reported® to be preceded by declines in
the incidence of regional disease in white women from
the mid-1980s through 1992, and the present analysis
indicates that these declines have continued through
1995. The declines in the incidence of regional disease
have been attributed to stage shifts caused by the ben-
eficial effects of mammography.”2* These shifts were
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Figure 4. Incidence of regional breast cancer disease by decades of age and
for black women and white women in the United States.

caused by mammography detecting cancers as localized
disease that in later years, if left undetected, would have
manifested as regional disease.”>° Furthermore, the
mortality declines were preceded by increases in sur-
vival rates for regional disease from 1980 through 1989,
and our analysis indicates that these increases have con-
tinued through 1992. These increases in regional dis-
ease survival have been attributed to the increased use
of adjuvant therapy, such as chemotherapy, for pre-
menopausal women and tamoxifen for postmenopausal
women.® Thus, both mammography and treatment
appear to play major roles in the decline in breast can-
cer mortality for white women aged 40 to 79 years.®
The third pattern is a leveling of breast cancer
mortality rates in black women aged 40 to 69 years.
Although the rates for black women in this age group
have not declined significantly, they ceased increasing
in the late 1980s. In the age-period-cohort analyses, this
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Table 3. Annual Percentage Change in 3-Year Relative Survival Rates by Race, Age Group, and Stage of Disease at Diagnosis,

1980 through 1993*
Stage of Disease
Age Group, y Race I All Stages Localized Regional Distant
<50 B 0.15+0.19 0.08 +0.20 0.50 +0.39 -0.62 +2.21
W 0.55 + 0.061 0.35 + 0.031 0.65+0.11¢F 2.11+1.03
50-64 B 0.71 £0.18% 0.43 £0.17% 0.33+0.38 -1.46 + 2.45
W 0.70 + 0.071 0.26 + 0.05¢1 0.58 + 0.11¢F 1.02 + 0.57
=65 B 1.27 £ 0.33% 0.69 +0.27% 0.34 +0.41 5.25 +3.01
W 0.83 + 0.091 0.40 + 0.081 0.45 + 0.10F -0.40 + 0.54
All ages B 0.67 +0.14t 0.39 £ 0.16% 0.41+0.21 1.24 +1.45
W 0.72 + 0.061 0.44 + 0.041 0.54 + 0.071 0.70 + 0.22%
*Data are given as slope + SE.
+P<.001.
1P<.05.
: : localized disease beginning in the early 1980s and
[ Back Women D Wiita Women _— Black Women - -~ Wt Women | declines in the incidence of regional disease since the
107 mid-1980s. These patterns have been associated with
2 gz Qonoooo Go0-0-0gob-Bgotoo stage shifts caused by the early detection of breast can-
;T 7 /i® pgugiagpgeua® """ cer by mammography. Thus, mammography may have
067 played a role in the recent moderation in mortality rates
05 in older black women. In contrast, the moderations in
- these rates in black women aged 40 to 59 years do not
S 4o- appear to correlate with declines in their incidence rates
> oo ooO0n for regional disease, although the variation in the inci-
ggu{pgDgo0eali-ogn™ DL mm dence of regional disease in these age groups makes it
§ Vorm™ gu® m"uEESm CEa difficult to determine trends.
E g? u The racial disparity in breast cancer mortality rates
2 has grown despite indications that the percentage of
é black women from 1990 through 1994 having mam-
T 10 mography is close to that of white women.* Although
ol g: - &00 D_D_,—,_D_D-D—D‘D'E‘DD'D'D'E mammography use is comparable in black and white
5 S o] 2l E nt s EEwE .T"l’ women, black women present with higher-stage dis-
8 el ease, as evidenced by the higher incidence of distant
2 s disease. The beneficial effects of mammography require
= periodic screening,** and the frequency of screening
‘0- may be more critical for black women than for white
094 500000000 women. In a recent study®? of factors affecting breast
o gBOonED oD Uy g g cancer stage at diagnosis in black and white women, it
N 07y L ateg" u E = was shown that older black women who had annual
g? - mammography for 2 years had the same likelihood of
——— late-stage disease as older white women who had this
1073 1975 1977 1979 1961 1983 1085 1967 1980 1091 1993 regimen of mammography. Black women who did not
Year of Diagnosis use mammography, however, were significantly more

Figure 5. Regional disease survival rates by decades of age and for black
women and white women in the United States.

moderation has been characterized as declines in the
slope of the period effect curve in the mid-1980s and in
1990, implicating the beneficial effects of medical inter-
ventions. The effect of adjuvant therapy on these
declines is unclear because survival rates for black
women with regional disease did not increase signifi-
cantly (Table 2). On the other hand, the incidence of
regional disease from 1985 through 1995 declined sig-
nificantly for black women aged 60 years and older. In
particular, the stage-specific incidence patterns for 60-
to 69-year-old black women resemble the pattern seen
for white women, with increases in the incidence of

likely to have late-stage disease than white women who
did not use mammography. These results reinforce the
importance of outreach programs to promote regular
mammographic screening for black women.

For health promotion to be successful for minority
populations, the messages must address cultural barri-
ers to early detection,? such as fatalistic folk beliefs
about cancer. An investigation of socioeconomic and
cultural factors on the racial differences in breast cancer
stage at diagnosis showed that socioeconomic factors
alone did not account for the racial differences; addi-
tional factors, such as cultural beliefs and attitudes,
played a role. These results indicate that the underuse
of early breast cancer detection procedures and cultural
barriers to the use of these procedures need to be

ARCH FAM MED/VOL 8, NOV/DEC 1999

526

WWW.ARCHFAMMED.COM

©1999 American Medical Association. All rights reserved.



addressed with health promotion activities that carry
the message of the life-saving importance of periodic
screening with mammography and clinical breast
examinations.

Increased early detection alone cannot close the ra-
cial gap in breast cancer mortality rates. Early detection
has to be followed by effective treatment. Effective treat-
ment requires access to appropriate medical facilities. In
astudy’ of breast cancer survival in the military, where
equal access to health care is guaranteed for military per-
sonnel and their dependents, survival rates for black
women were 33% higher than in the comparable black
SEER population, whereas survival rates for white women
receiving military health care were equal to those for the
comparable white SEER population. These results sug-
gest that increasing black women’s access to health care
may be an important factor in increasing their survival
rates. This should be confirmed in other settings, with
the use of designs like those in a recent study® that con-
cluded that reduced access to health care could not ex-
plain higher prostate cancer mortality in black men.

Women with regional disease are candidates for
adjuvant chemotherapy or tamoxifen therapy. Evidence
from clinical trial data of the beneficial effects of adju-
vant therapy is mounting. The use of tamoxifen for
women who have positive estrogen receptor status and
the use of chemotherapy in women with positive lymph
nodes and in some with negative nodes have been
recommended.”* The first randomized clinical trials of
chemotherapy as adjuvant therapy were begun in 1972
and 1973, with the initial finding of benefit reported in
1976.%° The first randomized trials of the use of tamoxi-
fen as adjuvant therapy were begun in 1977, with ben-
eficial findings reported beginning in 1984.°” As a con-
sequence, the use of adjuvant therapy increased from
the mid-1970s to the present, which is consistent with
the significant increases in survival rates seen for white
women having regional disease. Accordingly, the differ-
ential use of adjuvant therapy by race could lead to the
racial differences in survival rates. Many studies®®* have
shown, however, that the use of adjuvant therapy—
either chemotherapy or hormonal therapy—does not vary
significantly by race.

Differences in breast cancer survival between black
and white women may be due to intrinsic differences in
tumor biology. The distribution of tumor types differs
demonstrably between the races—eg, black women have
a lower percentage of estrogen receptor positive tu-
mors. " In addition, results from the Black/White Can-
cer Survival Study* for breast cancer indicate that tu-
mor pathological characteristics vary substantially between
black and white women. After adjusting for age, stage at
diagnosis, and metropolitan area, black women were sig-
nificantly more likely to have high-grade nuclear atypia,
high mitotic activity, grade 3 tumors, and more necrosis
and significantly less likely to have well-defined tubular
formation, marked fibrosis, and positive estrogen recep-
tor status. These results were interpreted as evidence that
black women have more aggressive tumors.

Despite evidence that racial differences exist in the
distribution of tumor characteristics at diagnosis, evi-
dence is increasing that, after adjustment for tumor

characteristics and other prognostic variables, racial dif-
ferences in survival are not significant.*® In the Black/
White Cancer Survival Study,” when tumor disease
characteristics and variables for stage, treatment,
comorbidities, and sociodemographic factors were
incorporated into a model using breast cancer deaths as
the outcome measure, differences between black and
white women were no longer statistically significant.
Furthermore, white and black women with the same
type of disease who are given the same type of treat-
ment have similar survival rates. In several studies of
randomized trials of breast cancer in which treatments
were assigned by strict protocol regardless of race, the
overall survival of black women was less than that of
white women. With adjustments, however, for the dose
of chemotherapy, number of positive lymph nodes,
estrogen-receptor status, and age, race was no longer of
prognostic importance in a study”® of patients with
stage II breast cancer and in a study®® of patients with
early-stage breast cancer. In the investigation of breast
cancer survival in the military, where access to health
care is equal for military personnel and their depen-
dents, marked racial differences remained after adjust-
ments for stage and treatment.’* The study, however,
did not adjust for estrogen receptor status and obesity,
2 factors indicating a poor prognosis that are more
prevalent in black women.

B CONCLUSIONS

Most studies suggest that differences between black and
white survival rates are not due to a differential re-
sponse to treatment. That is, despite that black women
with breast cancer tend to present with higher-stage dis-
ease, their tumors do not seem to follow a more aggres-
sive course following diagnosis. Equal treatment ap-
pears to yield equal outcomes. Furthermore, published
studies indicate that black and white women with the same
extent of disease receive comparable treatment. This sug-
gests that the problem is, at least in part, related to dif-
ferential access to health care and that more programs
are needed to remove barriers—both cultural and eco-
nomic—that prevent black women from obtaining the
regular health examinations that assure the early diag-
nosis of breast cancer.

Despite the evidence from treatment studies that
breast cancer in black women is not inherently more ag-
gressive than that in white women, there do appear to
be racial differences in the natural history of breast can-
cer. Breast cancer incidence data from SEER show that
black women younger than 40 years have higher rates
than white women of the same age group.”? Because no
evidence exists that medical surveillance is greater in
young black women than in young white women, this
racial disparity in incidence must reflect a greater sus-
ceptibility to breast cancer in young black women. Fur-
ther research is warranted to examine the higher inci-
dence of breast cancer in young black women that does
not appear to be due to racial differences in known risk
factors.”

The increasing disparity between breast cancer
mortality rates in black and white women is disturbing.
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In 1980, breast cancer mortality for black and white
women was nearly comparable. In 1990, the rates in
black women were 16% higher than those in white
women, and by 1995, the rates in black women were
29% higher than those in white women. The recent
widening of the mortality disparity, which occurred
during a period of unprecedented advances in breast
cancer treatment, is a result of stable rates in black
women and declining rates in white women. Only
declines in breast cancer mortality in black women will
close the gap. Age-period-cohort analyses indicate that
improvements in medical interventions are responsible
for much of the decreasing mortality in white women.
The full range of health promotion and cancer control
activities targeted at black women and their health care
providers is required to close the widening racial gap in
breast cancer mortality rates.
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